A review based on the DataPrev final report concerning workplace mental health promotion is presented. Out of 4865 studies identified in a comprehensive bibliographical data search, 315 were selected for abstract screening and 79 were included in the final review. The studies were categorized in terms of their aims/expected outcomes and evaluated for quality on the grounds of their design and type of analysis. The most frequent aims were stress reduction and better coping, followed by increased job satisfaction and effectiveness, mental health enhancement and reduction in mental health-related absenteeism. In the 79 intervention studies, 99 outcome variables were measured using 163 instruments, mostly developed for the study purposes. Different intervention categories turned out to be used to attain the same aim, with skills training being the most popular (other approaches included improvement of occupational qualifications and working conditions, physical exercise, relaxation and multicomponent interventions). Among the few intervention programs that were implemented and evaluated in two or more studies, the Stress Inoculation Training (Cecil and Forman, in Effects of stress inoculation training and coworker support groups on teachers' stress. Journal of School Psychology, 28, 105, 1990) based on the model by Meichenbaum (Meichenbaum, in Stress Inoculation Training. Pergamon Press, New York, 1985) seemed to be the most promising. Its effectiveness, evidenced in a majority of the measures, was evaluated in studies using the randomized controlled design. This paper is illustrated by high-quality intervention studies. In high and moderate quality studies, positive effects were reported in about a half of the examined outcome variables. However, conclusive evidence of intervention programs effectiveness would require further research-repetition of studies using treatments equivalent to the experimental ones, and outcome evaluation taking into account other criteria, e.g. behavioural.
INTRODUCTION
Occupational stress and work-related mental health problems have a number of major socioeconomic consequences such as absenteeism, labor turnover, loss of productivity and disability pension costs (Palmer and Dryden, 1994) . Personal costs include lower self-esteem, somatic conditions (e.g. heart disease) and negative impact on family life (Goodspeed and DeLucia, 1990) . Therefore, workplace is considered to be one of the most important settings for mental health promotion.
Interventions aimed at employees' mental health protection include-at the organizational level-working conditions improvement and work schedule changes. At the individual level, stress management and skills training programs may provide the participants with resources helping them to cope with the detrimental impact of work-related problems.
Workplace programs implemented in various countries have been reviewed by many authors [e.g. (Van der Klink et al., 2001; Edwards and Burnard, 2003; Ruotsalainen et al., 2006) ]. However, a majority of reviews are focused either on a specific intervention type (stress management being the most popular) or on interventions designed for a specific occupational group (e.g. mental health professionals). The aims of the Work Package 4 DataPrev Project were to identify and document evidence-based programs that promote mental health and prevent mental and behavioral disorders at workplace. This included identification of programs currently implemented, appraising the evidence they provided, and identifying best practice programs. In this paper, based on the WP4 DataPrev Project final report (Czabała and Charzyń ska, 2010) , an attempt was made at a comprehensive review of mental health promotion interventions applied in the workplace, to provide evidence-based knowledge about effective approaches in this area.
METHODS

Inclusion and exclusion criteria
The review included interventions provided in work settings that addressed a mental health outcome and targeted people in paid employment regardless of their age, hours worked, function and type of contract-permanent or temporary (also the self-employed). The study design included a control condition. The reviewed studies were conducted in the years 1988-2009 and had to be published in English. No studies concerning pharmacological interventions and populations on a long-term sick leave or returning to work from unemployment were taken into account; neither were dissertations.
Inclusion of interventions designed for different professionals of different ages and performing may influence generalization of the results. Some evidence suggests that the effects of specific interventions may be limited to particular groups of workers and not necessarily applicable to others.
Search strategy
The comprehensive strategy comprised search of nine electronic bibliographic databases: PsycInfo, Embase, Medline, CINHAL, ERIC, Social Services Abstracts, Sociological Abstracts, Cochrane Occupational Health Field database and Cochrane Database of Systematic Reviews. Moreover, websites of the following institutions were searched to identify relevant publications: the (British Occupational Health Research Foundation) (http://www.bohrf.org.uk), the Finnish Institute of Occupational Health (http ://www.ttl.fi/internet/english), the National Institute of Occupational Safety and Health (NIOSH, USA) (http://www.cdc.gov/niosh), NICE (http://www.nice.org.uk), ProMenPol website (http://www.mentalhealthpromotion .net) and WHO (http://www.who.int/en). Reference lists from published meta-analyses and book chapters were also scrutinized. Finally, references provided by researchers working in the field were included.
Keywords used in the search strategy focused on work settings (e.g. worksite, workplace, occupation, work-related, job), intervention (e.g. program, training course, counsel, manage), study design (e.g. randomized controlled trial, random allocation and clinical trial), problems addressed (e.g. stress-related, distress, depression, anxiety and burnout) and outcome (e.g. well-being, quality of life, social skills, self-efficacy, happiness, motivation and empowerment).
Selection process and search results
Titles and abstracts identified during the search were examined for relevance, then full text of such publications was retrieved and verified in terms of the inclusion criteria. The selection process was carried out independently by a second researcher on a randomly selected sample of abstracts.
Out of 4865 studies identified during the searches, 315 publications were selected after the abstract screening. Further 236 text studies were subsequently discarded as not meeting one or more of the inclusion criteria. Full texts were retrieved for 79 studies finally included in the review [(for references, see (Czabała and Charzyń ska, 2010) ]. Table 1 presents a summary of the included papers; for a list of Lower levels of dysfunctional parenting practices, higher levels of self-efficacy 31. Razavi et al. (1993) , Belgium
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Oncology nurses SDQ, NSS-nursing stress scale Reduced level of occupational stress related to an inadequate preparation 32. Razavi et al. (1988 Razavi et al. ( , 1991 No attempt at a meta-analysis was made due to heterogeneity of the reviewed studies in terms of populations targeted, outcome variables and measures used. Instead, workplace mental health promotion interventions were first, systematically described at a general level, and secondly, rated as having a 'high', 'moderate' or 'low' quality, and described in more detail. At both these levels, mental health promotion interventions categorized in terms of their aims/expected outcomes were analyzed separately.
RESULTS
General description of intervention studies
The analyzed interventions were implemented at three different levels: individual, organizational or both. The majority of interventions (52 studies) were implemented at the individual level, 19 at both levels and 8 studies dealt with the organizational level only.
Intervention aims
Interventions differed with regard to the number of their goals. The majority of interventions aimed at either one or two goals (28 and 24 studies, respectively), while only three aimed at five or more objectives. Due to the multiplicity and ambiguity of aims, on the grounds of intervention content only one primary goal per study, the one most related to mental health, was taken into account in further analyses, even if the authors had proposed more aims.
Intervention studies were categorized by their aims and allocated to appropriate thematic groups. The following five groups were distinguished and the percentage of studies in which particular aims were the desired outcome is given in the brackets:
(1) stress reduction or better coping with stress (37% of studies); (2) mental health improvement, maintenance, enhancement (16%); (3) increased job satisfaction: prevention of work overload and burnout, improvement of job attitudes and reduction in co-worker conflicts (18%); (4) job effectiveness improvement (23%); (5) reduction of absenteeism, sick leave and turnover rates (6%).
While the first three groups of aims are directly related to mental health, the last two categories ( job effectiveness and reduction in absenteeism related to mental health problems) are associated rather with occupational activities and can be regarded only as an indirect outcome of effective mental health promotion. A qualitative analysis of intervention programs shows that the same aim can be achieved using various intervention approaches. For example, the aim of stress reduction was set forth in 25 different intervention programs such as stress awareness heightening, or general health enhancement.
Only few interventions were used in two or more studies: the Stress Inoculation Training (Meichenbaum, 1985) was used as the theoretical and practical basis of three different interventions: cognitive self-instructions (Payne and Manning, 1990) , stress inoculation training (Cecil and Forman, 1990 ) both implemented among teachers and dual or single resource intervention (Freedy and Hobfoll, 1994) addressed to nurses. Three other interventions were used twice: The Basic Stress Management Course implemented by Roger and Hudson (1995) in two different groups among constables and police officers , and a Short-term Participatory Organizational Intervention applied in two studies by Mikkelsen et al. (Mikkelsen et al., 2000; Mikkelsen and Gundersen) to health care professionals and employees of a postal service sorting terminal. The final example is the Psychological Training Program (PTP), described by Razavi et al. (Razavi et al., 1988 (Razavi et al., , 1991 (Razavi et al., , 1993 , who in one study implemented the intervention among medical or paramedical staff, and in another among oncology nurses.
Intervention categories
Using content analysis, workplace interventions were categorized into the following six groups:
(1) Skills training-broadly defined knowledge about stress and coping, training of mostly social skills such as stress and occupational stress management, problem-solving, communication and cognitive skills; (2) Improvement of occupational qualifications-job-specific knowledge and skills; (3) Working conditions improvement-modification of external workplace characteristics such as working time, work organization, schedule and strategies or employeeemployer relationships; (4) Relaxation-physiological aspects of occupational functioning and coping with stress, e.g. progressive muscle relaxation; (5) Physical exercise-health and physical fitness enhancement by various sports disciplines, e.g. swimming, walking, aerobic; (6) Multicomponent intervention-a number of different interventions implemented within one program. A qualitative analysis shows that the same techniques, e.g. education or group work, were used in various interventions ( Table 2) .
The most frequent and comprehensive intervention category was skills training implemented by means of cognitive, communication and daily life skills development, job stress management and problem-solving. Cognitive and cognitivebehavioral theories provided the main rationale for intervention programs. Regrettably, not too many programs were theory-driven.
Intervention characteristics: duration, frequency, providers, population targeted In Table 3 , the majority of interventions were provided no longer than 16 weeks, with the most popular session frequency once a week.
Qualifications of intervention providers usually described as psychologists, psychotherapists or trainers were not specified. The study author(s) conducted some interventions, which suggests the implementers' very high qualifications, but is a methodological drawback to the quality evaluation.
Participants in the interventions were predominantly white-collar workers, mental health professionals and health care providersperhaps the latter are regarded as a group at the highest risk for mental health problems.
Study design
In a majority of the analyzed intervention studies randomized controlled trials were reported. The most common research design was a comparison of an experimental group submitted to an intervention with a single noor delayed-intervention control group (59 studies). Twelve studies included 2 experimental groups and 1 control group.
At baseline the investigated variables were assessed in all the reviewed studies, with a single post-intervention measurement in the majority of cases (52). Moreover, in 27 studies one or more follow-ups were carried out besides the assessment directly after the intervention.
Variables and measures
In 79 studies included in the DataPrev overview 99 different variables were measured using 169 instruments. Among the most often studied outcome variables were stress reactions (23 studies), subjective mental health (19), coping strategies and styles (15), anxiety (9), job satisfaction (9), burnout (8) and stressors (7). Different measurement methods were used, including self-report questionnaires, rating scales or psychometric instruments, life data and physiologic measures. Only 19 of the measures were used in more than one study. In that number the most popular were: Maslach Burnout Inventory (MBI) (13), the General Health Questionnaire (GHQ) (12 studies), the Mean Absenteeism Figures (10 studies) and the State-Trait Anxiety Inventory (STAI) (5 studies). Except for the first instrument, the remaining three scales have a satisfactory validity and high reliability, with the Cronbach's a 0.76-0.90 for the MBI, 0.82-0.86 for GHQ and 0.86 for STAI. Many scales and inventories were used for a particular study's purposes, and their psychometric characteristics were not reported.
Global quality assessment of intervention studies
Methodological quality of studies included in the review was evaluated on a 3-point rating scale (from 0 to 2) using two criteria, namely, whether the study controlled for the interaction between:
(1) intervention ( program implementation) and time; (2) intervention and independent variables other than time, e.g. demographic variables, research settings characteristics, etc. (covariates).
Ad (1). High quality-the highest score (two points) was allotted to publications in which the intervention Â time interaction was directly controlled for in the study design, i.e. the experimental and control groups were compared not in terms of raw scores, but differences between their PRE and POST scores; or multivariate analyses of variance (ANOVA/MANOVA) were used where the time variable was introduced into the model as a qualitative factor; or multivariate analyses of covariance (ANCOVA/ MANCOVA) were performed, where the baseline PRE scores were assumed as covariant variables of the POST scores.
Moderate quality (1 point)-was assigned to studies in which the intervention Â time interaction effect was not measured directly, i.e. differences between the experimental and control groups' PRE and POST scores were assessed using simple unidimensional tests (e.g. Student's t-test for independent samples, univariate ANOVA etc.). Low quality rating (0 points)-if the intervention Â time interaction effect was not controlled, i.e. not even simple tests were performed to account for the time factor.
Ad (2). The same scoring procedure using a 3-point rating scale (from 0 to 2) was applied to assess the degree of accounting for the interaction effect between the intervention ( program implementation) and covariates other than time.
Summarizing, the aggregate rating scale for both criteria ranged from four points (high quality, i.e. the highest score on both criteria), through three (moderate quality), two (low quality) to one point (very low quality, with score 0 for the covariate criterion; Table 4 ) .
A total of 18 high quality intervention studies were identified. E.g. Galinksy et al. (2000) found that supplementary rest breaks when compared with a conventional breaks schedule improved data-entry operators' comfort of work, also in terms of mood states . In the study by Iwi et al. (1998) counseling sessions provided to employees facing organizational change had no significant effect on their GHQ symptomatology and occupational stress indicator, but were rated as most helpful Maes et al. (1998) in their 'Healthier Work in Brabantia' project combined interventions aiming at healthier lifestyles and changes in working conditions-the program brought stable enhancement of employees' health, some aspects of wellness and a reduction in absenteeism Van Weert et al. (2005) implemented a new care model (snoezelen, or multisensory stimulation, MSS), for nursing home residents with dementia. The program improved the quality of working life for dementia caregivers (nurses) reducing their emotional exhaustion and job stress and increasing overall job satisfaction. Zołnierczyk-Zreda (Zołnierczyk-Zreda, 2002) in her worksite stress management intervention attained a significant improvement of white-collar bank workers' coping styles: and increment in problem-oriented coping and seeking social contacts, but a reduction in negative emotion-oriented coping only in those with high negative affectivity levels.
High and moderate quality studies were taken into account in the assessment of intervention efficacy. The efficacy ratio was calculated as the proportion of significantly improved dependent variables to the total number of variables measured in a particular study.
As can be seen in Table 5 , the highest efficacy ratios (over 0.70) were attained in studies aiming to reduce stress and absenteeism levels, while intervention efficacy was definitely lower regarding job satisfaction improvement and mental health enhancement (both ratios below 0.50). Stress reduction (coping improvement) interventions seem to be better known, more evident, and easier to implement than those aimed at increasing employees' job satisfaction.
Examples of effective interventions
The original aim of the review was to determine the most effective approach. However, due to the heterogeneity of the studies as well as their methodological limitations, the results of our analyses are inconclusive. In consequence, only exemplification of promising studies in particular categories is presented.
Among the high quality studies one study reporting significant intervention effects, and showing the highest proportion of significantly improved dependent variables to the total number of variables measured was identified in Table 4 : Distribution (number and percentage) of intervention studies by their quality rating and aims/ outcome type Intervention study aims/outcome type Quality category
High n (%) Moderate n (%) Low & very low n (%) Missing data n (%)
Stress reduction/better coping (n ¼ 29) 2 (7) 7 (24) 16 (55) 4 (14) Mental health enhancement (n ¼ 13)
each of the five groups of aims. As a result, five most effective interventions were indicated (within each of the five groups). Their content, measures used and findings are briefly described below.
Stress reduction
In the study by Nielsen et al. (2006) concerning participatory approach the intervention aim was to change the attitudes of the participants (canteen staff in hospitals or care homes for the elderly) so as to make them confident about undertaking health-promoting initiatives and taking responsibility for competencies shared both by the individual and worksite. To identify specific issues, a thorough assessment of mental health risks was conducted. Subsequently, working groups were established to develop initiatives based on the risk assessment results. While the main aims of the initiatives were the same in both groups, their translation into interventions differed. Two experimental groups and two control groups participated in the study. The following outcome variables were analyzed: stress symptoms, social support, job satisfaction, opportunities for personal development and vitality. The intervention was successful in one of the experimental groups, where all the variables but one (social support) improved significantly, while in the other group significant improvement was attained only in stress and vitality symptoms. However, organizational structure of the latter workplace turned out not to allow for more changes, and besides, major conflicts among employees at the time of the study might have affected the participants' commitment and in consequence-the intervention outcome. Implementation of this intervention suggests that the workplace organizational structure may significantly facilitate or hinder proposed modifications (a ceiling effect is possible; at a certain level organizations may benefit less from interventions). Moreover, the study design should account for contextual factors, e.g. a directive consultancy style that proved appropriate for these participants, might be unacceptable for employees more experienced in organizational development.
Mental health improvement
In the Worksite health promotion program implemented by Peters and Carlson (1999) , the participants ( primarily minority blue-collar employees) received a multimodal intervention: stress management training, educational workshops and counseling and self-directed behavior change. Stress management techniques included relaxation and meditation. Group intervention sessions had the following format: (i) discussion of previous goals; review of behavioral contracts; group feedback/reinforcement; (ii) relaxation exercises; (iii) a review of educational presentations; (iv) discussion and questions; (v) revised goal setting and behavioral contracting.
The process of self-directed behavior change consisted of educating and training individuals in self-modification techniques. The sessions focused on self-regulation techniques such as selecting target behaviors for change, making a plan for change (contracting), observing and monitoring behavior, evaluating and modifying plans and maintaining positive behavior changes. Such techniques as encouraging self- disclosure, providing positive feedback and enhancing self-efficacy beliefs were also utilized. A number of measures were analyzed, but positive intervention effects were found in about a half of the variables, including health risk, health self-efficacy, curiosity, depression, lack of social support, positive environment, intention to make changes, access to health care and health behavior. Further favorable outcomes were that most employees at the worksite were interested in the program participation; it was very favorably evaluated at the project completion and would be recommended to other workers. This suggests that the authors' sensitivity to and efforts to account for these workers' ethnic and socioeconomic status in the program were effective.
Increased job satisfaction
The Social Motivational Training (SMT) by (Dupuis and Struthers, 2007) is rooted in social cognitive theoretical frameworks. Its first component is concerned with increasing participants' awareness of people's tendency to make spontaneous attributions: an example of the spontaneous attribution phenomenon is provided, and the participants (working senior undergraduate university students) are asked to think about and elaborate on a situation in which they had behaved similarly. The second component is meta-cognition: participants are instructed to think about how one makes attributions and about the influence of these attributions on one's judgments, affect and behaviors. In the third SMT component, the participants are asked to apply mental simulation: they were to imagine themselves in a scenario where a coworker commits a transgression, generate possible causes of the transgression and then consider their effect.
Cognitive, affective and behavioral responses to an imaginary character were measured. The intervention impact was positive for all outcome variables: expectation, responsibility, intentionality, anger, sympathy, readiness to cooperate, recommend to coworkers, warn others and report to a supervisor. The most important finding of this study was the change in the participants' social motivation, i.e. an increase in their prosocial and decrease in antisocial evaluations of and interaction with the perceived transgressor. The cognition, affect and behavior changes show that the intervention was pervasive and successful in bringing the participants closer to a prosocial co-worker profile.
Job effectiveness improvement
In the program of employee problem-solving teams (ACTion Team) implemented by Park et al. (2004) an assumption was made that to improve employees' health and well-being as well as their job effectiveness a mutual relationship should be created between the store employees (majority and minority groups) and the management The teams were to develop, implement and evaluate a tailored action plan addressing the identified worksite problems. The ACTion team plans were developed using a fivestep problem-solving process: familiarization, skill building, prioritization, action and reaction.
In the reaction phase, the ACTion team reviewed the plan, monitored progress and communicated with each other and the rest of the store's employees concerning what steps were being taken to refine and adjust the overall action plan. The teams also focused on improvements related to coworker support and recognition.
The following measures were analyzed: organizational climate, co-worker and organizational support, communication, safety and health climate, well-being, job stress and health status. Except for safety and health climate all the organizational climate and well-being variables were positively affected by the intervention. The intervention effects were greater for the ethnic minority than for the majority groups. The findings suggest that interventions fostering communication, shared goals and active problem-solving can be useful in attaining workforce diverse goals.
The results also suggest that organizational climate may play a mediating role in producing these effects. It is worth noting that the positive intervention effects were not limited to employees who had directly participated in the process.
Absenteeism reduction
The Stress Management Training implemented by Murphy and Sorenson (1988) in a municipal highway maintenance department included two types of methods.
of each session using a microprocessor-based recording system. Subjective reports of mental health, somatic complaints, sleep disturbances, alcohol and cigarette use and tension levels were also obtained. Workers in the biofeedback group received continuous audio feedback of forehead electromyographic activity. Muscle relaxation: Workers in the muscle relaxation group listened to a series of cassette tapes containing muscle tension and relaxation exercises.
Three months after the last training session, each worker returned to the training room for one session. They were instructed to become as relaxed as possible, using skills they had learned previously. Psychophysiological and subjective measures (mental health, somatic complaints, sleep disturbances, alcohol and cigarette use and tension levels) were taken during training. Data on absenteeism were also collected. Workers who received muscle relaxation (but not biofeedback) training had significantly lower absenteeism and higher attendance ratings in the year immediately following training relative to non-volunteers. Beyond the first post-training year, these differences were not evident.
As a primary strategy to reduce employee stress at work, stress management has significant limitations since no attempt is made to alter the sources of work stress.
Summarizing, findings of the five most effective intervention studies seem interesting. It should be noted that regardless of the intervention level (individual or organizational) the role of the organization and its structure in facilitating changes was emphasized by four out of the five authors. Murphy and Sorenson (1988) even conclude that stress management may be only an adjunct to organizational changes as it is crucial to remove the source of stress in the first place. An organizational change was the intervention goal in only one of these successful studies, and a positive outcome was achieved in only one of the two study groups. This illustrates how difficult it is to successfully influence working conditions.
CONCLUDING REMARKS
Although the five groups of intervention aims identified in this review (stress reduction/better coping; mental health improvement, increased job satisfaction, job effectiveness improvement and absenteeism reduction) differ considerably from each other, the same intervention approach could be used to attain various goals: e.g. skills training was the most common intervention category used for stress reduction, increasing job satisfaction and improving mental health. In turn, many different intervention approaches were implemented to achieve the same goal (e.g. stress reduction was the aim of 22 various interventions).
Only few programs were implemented and evaluated in two or more studies, including the Stress Inoculation Training developed by Meichenbaum (1985) and used by Cecil and Forman (1990) , Dual Cognitive Self-Instructional Procedure (Payne and Manning, 1990) , Resource Intervention and Single Resource Intervention (Freedy and Hobfoll, 1994) , The Basic Stress Management Course (Roger and Hudson, 1995) , Short-term Participatory Intervention (Mikkelsen et al., 2000; Mikkelsen and Gundersen, 2003) and Psychological Training Program ( Razavi et al., 1988 ( Razavi et al., , 1991 ( Razavi et al., , 1993 . Less than a half of the reviewed interventions were theory-driven.
In 79 studies included in the DataPrev review, 99 different outcome variables were investigated using 169 measures, while only 19 were used in more than one study. Among the most popular were the Mean Absenteeism Figures, the Maslach Burnout Inventory, the GHQ and the STAI. A majority of the variables were measured with many different methods, i.e. rating scales, life data and physiologic measures-mostly without psychometric standardization.
Methodological limitations of the studies are another source of difficulty in comparing interventions. The number of participants varied significantly across studies, ranging from as few as 20 to 2207 participants. In approximately 20% of the reviewed studies, the samples were small (,50 participants). In cases where the reported differences only approached the significance level, this lack of statistical significance might be due to a small sample size. Similarly, the duration of particular interventions was diverse, with workshops taking less than a day and multicomponent trainings scheduled from 3 to overassessment was made, while an at least 3-month follow-up period is recommended.
In high or moderate quality studies interventions had a positive effect on about a half of the outcome variables regarding better coping with stress, increased job satisfaction and burnout reduction, with the best results achieved in absenteeism reduction, while the least positive effect was obtained on co-worker and/or supervisor support measured in 16 studies, but found to be enhanced only in 4.
The most promising program seems to be the Stress Inoculation Training (Cecil and Forman, 1990 ) based on Meichenbaum's model and adapted to stress management training with teachers. The following major topics were covered in each session: discussion of definitions and sources of stress, relaxation, introduction to rational restructuring based on the Ellis model of emotions, application of coping skills and development of additional stress scripts.
Contextual factors seem important for the intervention success. Target group characteristics (e.g. socio-economic status or a minority group membership) should be carefully analyzed and intervention activities tailored to the participants' needs and possibilities.
Regardless of the intervention level (individual or organizational) the role of the organization and its structure as a primary source of stress was emphasized by most authors. However, it turned out to be difficult to influence working conditions: organizational changes were seldom the intervention goal, and a positive outcome was seldom reported. An impressive exception was the Brabantia Project (Maes et al. 1998) , a 3-year wellness-health intervention targeted to blue-collar workers, which included lifestyle counseling sessions and work analyses as well as considerable organizational changes implemented with the workers' participation. A significant stable enhancement of the workers' autonomy and control feelings was accompanied by a significant reduction in absenteeism (which seems to be a valid indirect measure of good mental health). However, no significant post-intervention change was found using the SCL-90 scale screening for psychopathological symptoms. The study suggests that the traditional instruments assessing ill mental health (such as SCL-90 or GHQ) may not be sensitive enough to measure workplace mental health improvement and that perhaps other dimensions should be developed and evaluated. This may partially explain why our review of mental health promotion programs provided no conclusive evidence of their effectiveness. There is a need for the development of indicators and appropriate measures of positive mental health. To identify effective interventions, besides better methodological standards, new programs and new evaluation dimensions should be developed and implemented.
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